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F 176 | 483.10(n} RESIDENT SELF-ADMINISTER F176 Mountain City Care and Rehabilitation Center does
ss=p | DRUGS IF DEEMED SAFE not believe and does not admit that any deficiencies
existed, cither before, during or after the survey.
s p . 3 - . The Facility reserves all rights to contest the survey
An |pd|v1qua! rgSIdent may self-administer drugs if findings through informal dispute resolution, formal
the mterdlsc:lpl!_nary team, as _deﬂned by_ appeal proceedings or any administrative or legal
§483.20(d)(2)(ii), has determined that this proceedings. This plan of correction is not meant to
practice is safe. establish any standard of care, contract obligation or
position and the Facility reserves all rights to raise
all possible contentions and defenses in any type of
. ) . civil or criminal claim, action or proceeding.
This REQUIREMENT is not met as evidenced Nothing contained in this plan of correction should
by: be cqnsidcrcd as a waiver of any polentially
Based on medical record review, facility policy applicable Peer Review, Quality Assurance or self
review, observation and interview, the facility EE: '&Z.Sﬁafaﬁé"fééﬁ?vﬂi'fﬁ?ff’gﬂhlf Lﬂiﬂﬁﬁ'ﬁ?’ foes
failr:zd to assess one resident (#10_9). oi_‘ thirty two administrative, civil or criminal claim, action or
residents reviewed, for self administration of proceeding. The Facility offers its response, credible
nebulizer treatments. allegations of compliance and plan of correction as
part of is ongoing ¢fforts to provide quality of care
. . to residents.
The findings included; "
Resident #109 was admitted to the facility on April F176
g' 2013{.Wltht:ISg?08.es mf\IUd_mg Vgscular What corrective action(s) will be accomplished
ementia wi elusions, Anxiety, rug for those residents found to have been affected by
Dependency, Alcohol Abuse, Depression, the deficient practice?
Hypertension, Pulmonary Embolism, Atrial )
Fibrillation, Tachycardia, Obstructive Chronis RN G 109 was buen asscsscd by the DON and SENRE
. b i Qordinator and tound 1o be compctcm 1o se
Bronchitis, Respiratory Failure, and Above the administer his nebulizer treatments, He has been care
Knee Amputation. planned and witl be reviewed according to policy,
Self administration policy training will be initiated
Observation during the initial tour of the facility on "A';:;’:f'gml‘gii?c'tirbgf"‘e D."“‘f,r °ng’Si"gtF" |
y N nursing. Licensed practica
Aprll 29, 201?{- at 6:40 P-TT_T-._ on the 300_ha“' nurses and Registered nurses (PRN, Full time and
reveaI?d ReS|den_t #109 sitting on _the side of the Part time} will participate in training which will be
bed with a breathing treatment being completed by May 31, 2013. (Facility has no agency
administered. Further observation revealed there stafl)
was not a staff member in the room.
Review of the facility's precedure "Medication
Administration-Nebulized" revealed " ...Continue
to monitor patient throughout treatment ._."
Continued facility policy review of "Subject:
TITLE (A6 DATE
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who are willing and able to self administer upon
the written order of the prescriber and when it is
deemed appropriate in the judgment of the
facility's interdisciplinary resident assessment
team ..." Continued review of medical records
revealed there was not an order for self
administration or assessment by the
Interdisciplinary Team.

Interview with Registered Nurse #1, on April 29,
2013, at 6:55 p.m., in the 300 hallway outside of
the resident's room, confirmed the resident had
not been assessed for self-administration of
medications. Confinued interview confirmed the
resident was not to be left alone when receiving a
nebulizer treatment.

Facility wide assessments and reviews of all
residents who self administer medications will be
completed by Director of Nursing/Assistant Director
of nursing as 10 appropriateness. All residents who
receive nebulizer treatments will also

be reviewed for potential self administration, These
assessments will be completed by

May 31, 2013. Any resident with potential to self
administer will be considered at risk of deficient
practice.

What measures will be put into place or what
systematic changes you will make to ensure that
the deficient practice does not recur.

The Director of Nursing or Assistant Director of
Nursing will make rounds weekly for onc month
then monthly during medication administration times
each shift for threc months 10 ensure that no resident
that has not been assessed is self-administering
medications. Nebulizer policy and competency will

be reviewed yearly during skills training.

How the corrective action(s) will be monitored (o
ensure the deficient practice will not recar; ie,
what quality assurance program will be put into
place?

The Director of Nursing or Assistant Director of
Nursing will menthly observe one medication pass
time per hall for three months to ensure compliance
with self-administration and acbulizer policies
beginning Jure t, 2013. Finding will be reported to
Quality Assurance Committee monthly, Monitoring
by RN Coordinators will be ongoing.
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